examination of cases in which bismuth meals were being investigated, paid attention, not only to the behaviour of such meals as they passed through the stomach and intestines, but also through the cesophagus. By HENRY CURTIS, F.R.C.S. unless these are definitely enlarged, the parotid lymphatics may be left untouched in most cases of growths of the cheek and nose. The facial glands are arranged into the following groups:-(1) Infra-orbital, or maxillary, draining the area between the nose and cheek, down to the zygomatic arch. There is also a small nasogenial gland in the groove between the ala nasi and the cheek.
(2) Buccitzator, on the buccinator muscle, opposite the angle of the mouth.
(3) Supra-mandibular or supra-maxillary, on the outer surface of the mandible, in front of the masseter.
The efferents from the facial glands pass to the submaxillary lymphatic glands. Below the chin, on either side of the median line, are the submental glands, draining the central portions of the lower lip, the floor of the mouth, and the apex of the tongue. The efferents from the submental and the sublingual glands pass to the submaxillary lymphatics, the sublingual also partly passing-to the deep cervical glanzds on. the internal jugular vein. The efferents from the submiaxillary, like those from the parotid lymphatic glands, pass to the superior deep cervical glands.
As to the microscopic appearances presented by the lymphatic glands removed, considerable experience of the normal and morbid histology of lymphatic glands is necessary to determine whether or not, especially in early cases, they are infected with cancer cells. While we all subscribe to the doctrine that enlarged glands associated with a growth are not necessarily malignant, it is somewhat remarkable that this should actually be so in two out of the three patients now reported upon (Cases I and III). Apart from definite tubercle, such enlargement of the glands may be due to irritation and cloudy degeneration, rendering more evident than' usual the normal endothelial cells lining the lymph spaces, and covering the fibrils of the reticulum; in other instances (Case I), the hypertrophy of the gland is associated with the presence of " germ centres," which Mr. Lawrence defines as " the pale areas seen in the midst of the normal lymphatic tissue, composed of clearer and larger cells, resembling endothelioid cells." There is, as yet, no reason to regard these as a pre-cancerous stage of disease.
I have therefore been so fortunate as to obtain a detailed report on the sections from all the cases here reported from Mr. T. W. P.
Lawrence, M.B., F.R.C.S., Pathologist to University College Hospital.
The operations now recorded were devised in general co nformity with the principles laid down by Sir Lenthal Cheatle, in planning incisions Curtis: Malignant D)sease of the Face for the removal of a cancer from the front of the face, so as to excise the growth with, wherever possible, at least i in. of skin around, and taking the entire thickness of the cheek, " everything down to the bone," together with all the lymphatics and glands likely to be involved, en bloc. A formal block dissection of this kind, performed, necessarily, at one sitting, is perhaps best reserved, in practice, for growths of the lower lip, or in its vicinity, though it was carried out also in the earlier of the two cases of cancer of the nostril (Case II).
Though radical cure is the chief thing to be aimed at, the cosmetic effect needs also to be borne in mind, the risk of septic infection, and as a result, disfiguring scarring in the neck being considerable after such an extensive operation as was done in Case II. Experience seems to show that the alternative risk of leaving cancer cells behind, in the interval between the area left after freely excising the growth and a separate incision in the neck for the removal of the glands there, does not seem great if the less extensive operation, done in the second case of cancer of the nostril (Case III) be selected. Before describing the modern operation in detail, some preliminary remarks are desirable. Until recently, cancer of the lower lip was almost invariably removed by means of a V-shaped incision-but the frequency of recurrence is shown by Mr. Rowntree's statistics, collected from the Middlesex Hospital records. Of 126 cases of cancer of the lower lip, the majority of which had been removed by the simple V-shaped incision, there were seventy cases of recurrence, in forty of which the growth had recurred in the lip-i.e., 31' per cent. of local recurrence. The reason will be obvious when one realizes that while the lymphatics leading from the growth, and carrying infection with it, diverge as they pass to the corresponding lymphatic glands, the lines of the V-incision converge, and thus cut across these channels, which may be infected, thus leaving the cancer cells behind. This explains the great frequency of local recurrence. Sir Lenthal Cheatle was therefore more than justified in condemning altogether the use of V-shaped incisions in this region, since the importance of really removing the cancer and all its evil works is the object desired, a picturesque appearance being of less importance. The final result of the modern operation is not so great a deformity as might at first sight be imagined as will be seen from the accompanying photograph of Case I ( fig. 3 ).
Cancer of the lower lip usually spreads along the margin, but nmore rarely it spreads downwards to a greater degree than usual before it eventually curls round the angle of the mouth to reach the upper lip. Hence in early cases it is impossible to say in which of the two directions the cancer is mainly spreading, and it is therefore advisable that the incisions be planned so as to include both paths of spread. This was specially indicated in the case now recqrded, the angle of the mouth being encroached upon. Where there is less reason to fear such involvement, a less extensive operation, arranged on the same general principle of divergent incisions, is indicated.
Case I.-W. P., a labouring man, aged 53, was admitted to the Metropolitan Hospital, Kingsland Road, E. 8, under the writer's care, on June 6, 1914, suffering from an extensive typical malignant growth involving the outer half of the left side of the lower lip, and spreading subcutaneously towards the adjacent angle of the mouth, with enlargement of the left sub-maxillary gland, removal of which subsequently showed the associated lymphatic glands to be also distinctly enlarged. The encroachment of the lower lip growth on the angle of the mouth necessitated the wide removal shown in the shaded area of the diagram (fig. 1 ), so that the limiting internal and external incisions, AB, ODE, and FG, should be a good 3 in. external to the edges of the growth, and so as to deal with the entire lymphatic area likely to be involved. This area included the left nasogenial gland, left -buccinator, supraand inframaxillary, right and left submental and the left cervical groups of glands, and, as will be seen from the diagram, it could be effectively dealt with through the incisions indicated.
Operation, June 9, 1914: The inner incisiont, in its lower segment, AB, divided the lower lip and chin, beginning at the free margin of the lip, just to the left of the middle line, so as to be at least 3 in. internal to the edge of the growth, and ending below so as to incline inwards to the point of the chin, to allow for the radiating spread of the lymph channels. In the upper segment of the inner incision, the upper lip was similarly split about midway between the middle line and the angle of the mouth, this incision, CD, being then carried round the left ala nasi, DE, to expose any enlarged lymphatic gland in the nasogenial groove. External incision: Passing outwards from the upper end of the nasogenial groove, in a wide semicircle, the apex of its convexity, F, being directed outwards and upwards to reach the anterior border of the mnasseter muscle, the external incision descended in a sinuous curve, FG, so as to reach the lower border of the inferior maxilla, at G, in a slightly diverging direction. These incisions included everything to the bone. The terminations, B and G, of the inner and outer incisions AB, FG, were then j oined by two converging cuts, BH, GH, going through skin and superficial structures only, to meet at a point, H, midway between the lower border of the jaw and the hyoid bone, from which point a curved incision, HK, was carried outwards and downwards to the middle of the anterior border of the corresponding sterno-mastoid muscle. After carefully dissecting up the entire thickness of the lips, cheek, and chin, included in the area outlined above the lower margin of the jaw, the flap was wrapped in gauze soaked in 1 in 20 carbolic lotion, to prevent possible infection of the remaining tissues with cancer cells, as Cheatle recommends. The triangular area of skin, BHG, outlined below the jaw remained, however, still attached to the underlying fascia, platysma, and lymphatic glands. Both outer edges, BH and GH, of this area were then very freely undercut, and on the median side both right and left submental glands were isolated, while from the outer edge the left submaxillary gland and its lymphatics were similarly dissected free from the deep structures whilst remaining attached to the triangular area of skin, BHG, below the jaw. The entire area outlined, the growth and the glands, with intervening lymphatics, was then removed, no enlarged cervical gland being met-with (fig. 2) . The free undercutting of the tissues in the submaxillary and submental regions greatly facilitated closure of the gap in the cheek and lips, the lower lip being chiefly formed from the tissues below the jaw, composed of the flap GHK. The cut edge of the left cheek was carefully stitched to the side of the nose and upper lip, but as such apposition tended to raise an oblique pucker, a V-shaped piece of skin, indicated, diagrammatically only, by the dotted line FMG, needed to be excised. A drainage-tube was inserted at the lower angle of the wound. The stitches were removed on June 21, and the patient was discharged on July 16, 1914. "The primary growth is a mass of squamous carcinoma: detailed description superfluous. The left submaxillary lymphatic gland shows marked signs of activity in the direction of hypertrophy, and the " germ centres," so-called, are particularly large and distinct. There is considerable fibrous overgrowth in places, especially about the hilum. There is no evidence of carcinoma in the section."
Sir Lenthal Cheatle, has pointed out that when cancer begins in the upper lip, the columella is more invaded than the ala nasi. The septal origin of the orbicularis oris forms an easy pathway by which the disease reaches the coluinella. Photograph of Case I, May, 1917. In the first of the two cases about to be described, the growth arising in the ala nasi appears to have spread thence towards the tip of the nose, and had it not been operated upon, the columella would probably soon have been invaded. A more radical operation than has hitherto been generally advocated is therefore necessary for growths of the upper lip and ala nasi. This case of a man, aged 43, was fully reported at a meeting of the Clinical Section, on March 13, 1914,1 some twelve weeks after the primary operation; not to claim it as a cure, needless to say, but to draw attention to the considerations upon which the modern methods of operatinig on malignant growthsof the face are based. It is unnecessary further to describe the operative details of this case, which will be found in the volume of the Proceedings above quoted. It was a formal "block" operation, strictly comparable to that just described for the lower lip, and I have already alluded to the objection to which it is open. [It had been examined earlier by an expert pathologist, who reported it to be a typical squamous epithelioma not arising in connexion with any previous rodent ulcer.] "Left buccinator region: The section through this region shows areas of voluntary muscle, fat, vascularized fibrous tracts and nerves. Some of the muscle fibres have undergone hyaline degeneration. At one spot is a small collection of lymphocytes lying in a very delicatereticulum, probably a developing lymphatic gland. In addition there are several hammorrhagic areas, and at one spot a group of blood-vessels, seen in transverse section, the sheaths of which are infiltrated with carcinoma cells. " Left masseteric region: This shows the same structures as the last, except for the malignant changes mentioned.
"Left submaxillary lymphatic gland: The enlargement is mainly due to hypertrophy of the lymphoid tissue. The capsule is somewhat thickened and hyaline, and the connective tissue is increased in places in the substance of the gland. Several of the fibrous tracts in the latter situation are infiltrated with cells of sharply defined outline and well-staining protoplasm: these I take to be carcinoma cells.
"Left lowest deep cervical gland: Beyond a slight tendency to hypertrophy of the lymphatic tissue, and slight proliferation of the endothelial elements, the gland shows no pathological changes."
The definite involvement of the lymphatics, revealed by Mr. Lawrence's report, confirmed the necessity for removal of the entire thickness of the cheek and the involved lymphatic system by a block dissection. In my original account I remarked that "recurrence is highly probable, even now; it must have been inevitable had anything less radical been attempted." Happily, so far, more than five and a half years after the operation, the patient is able to report himself as alive and well, following his old occupation as a waterman at Greenwich. CASE III.-CANCER OF THE RIGHT NOSTRIL.
Case III.-Mrs. S., aged 57, seen in consultation with A. E. Bullmore, F.R.C.S., for an ulcerated growth on the external aspect of the right ala nasi, an excised portion of which proved on examination by the Department of Clinical Pathology, University Hospital, London, to be a primary squamous epithelioma, with no evidence, clinical or histological, of having been derived from any previous rodent ulcer. The right submaxillary gland was a little enlarged, and a gland could be made out in the region of the bifurcation of the right common carotid artery. The modern operation involved removal en masse of the primary growth with an area of skin and all the soft tissues, right down to the bone, for at least 4 in. around its ulcerated edge, and the lymphatic gland in the nasogenial groove, and the buccinator group of glands; the supra-and inframaxillary and cervical glands being removed through a separate ,incision below the jaw. The area excised is indicated by the shaded area, ACEF, in the diagram (fig. 8 ), limited by internal and external incisions, ABC, FGE, which were joined at their upper extremities by a nearly horizontal cut, CDE.
Operation, August 7, 1914.-Internal incision: The upper lip was split in the middle line, AB, and the incision BC, carried through the columella, and then slightly to the right of the tip of the nose to just above the level of the junction of the ala with the cheek and side of the nose. The external incision, FIG. 8. Diagram of operation in Case III. For details, see text.
FE, from the right angle of the mouth directed upwards to the same level as the internal incision, was carried through the lip and cheek down to the bone upwards and outwards in the direction of the external canthus of the eye, so as to include the zygomaticus minor muscle. The upper ends of these two incisions were joined by a third cut, CDE, passing outwards and slightly upwards-through the nose and entire thickness of the cheek to the bone. To prevent displacement of the remaining nostril, a crescentic area, M, around "Right cervical gland: In parts there is considerable connective tissue overgrowth, more especially at the hilum and around the vessels. The capsule of the gland and a narrow zone of the lymphoid tissue subjacent to it have undergone-hyaline degeneration in places. The endothelial elements of the gland are abundantly proliferated and in some spots are collected into well-defined nodules; in two of these are several giant cells, one of which has the peripheral arrangement of the nuclei seen in tubercle. Thrombosis has occurred in one or two vessels. I see no evidence of carcinoma; the nodules are, I think, tuberculous." The parts removed from Case III. A, squamous epithelioma of right nostril, parts removed with a good i-inch of skin around margin of ulcer. B, mass of right submaxillary salivary and lymphatic glands. C, chain of right cervical lymphatic glands, the lowest being above the bifurcation of the carotid artery,.
